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Successful Radiographs 


Every Roentgenologist is constantly striving to make 
every exposure a successful diagnostic radiograph. 


Every Physician and Surgeon knows the disadvan- 
tages of submitting a patient to 
any more X-Ray exposures than 
are absolutely necessary. Failure 
to secure a satisfactory radiograph 


the first time leaves a bad im- Ay PCA ATES. 
pression with many patients. 
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diagnostic radiograph for every exposure. This can be done 
only when the element of human judgment is removed. 
Think what this saving of time 
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THE USE OF OXYGEN IN CYSTOGRAPHY, WITH A PRE- 
LIMINARY REPORT ON THE USE OF OXYGEN IN 
PYELOGRAPHY* 


BY AMEDEE GRANGER, M.D. 


f Roentgenology, Tulane 


t Ho 


NEW 


washed 


N the spring of 1909 the writer began 
to filtered 
tend the urinary bladder in an effort 


use and air to dis- 
to ob- 
been 
able to obtain when the bladder was filled 
with The results 


were very satisfactory, but the air was not 


tain better cystographs than he had 


boracic acid solution. 
well borne, causing pain and intense tenes- 
mus 


that 


in a few Although convinced 
fluid, it 
thought advisable to employ some other gas. 
it could 


easily obtained, did not harm the tissues, 


Cases. 


gas was better than 


Was 


Oxygen was chosen because be 
and it was thought that its mild antiseptic 
and analgesic properties rendered it most 
suitable. 

In the latter part of the same year we 


began its use and it more than met all our 


expectations. \ll our cystograms have 
been made with it since that time. It is 


well borne by the bladder, it permits of 
much greater distention in painful and ir- 
ritable bladders than is possible with either 
air or boracic solution. It is easily retained, 
and as easily expelled. 

* Read at the 16th Annual Meeting of 


Post-Graduate School of Medicine: Re 


pital; Consulting Roentgenologi 


ORLEANS, L 


the American Roentgen Ray Society, Atlantic City, Sept. 22-25, 


entgenologist, Charity 
t, Hdtel Dieu Hospital 


A. 


We were agreeably surprised at the free- 
dom from pain and the ease with which the 
irritable and painful bladder of an old pa- 
tient suffering with malignancy was dis- 
tended, and kept so for several minutes. 
In still another patient suffering with a 
cystitis accompanied by marked irritability 
due to calculus, whom the 
catheter was almost immediately expelled 
after inserting, and in whom the injection 
of a liquid would have been out of the ques- 


a vesical in 


tion, enough oxygen was. injected and re- 
tained ‘to make a satisfactory cystogram 

This patient 
This same pa- 
tient reported that that afternoon and that 
night were the most comfortable and free 
from pain in several months. 

Calculi show with remarkable clearness. 
| doubt if a very small one which was ex- 
pelled through the urethra and another, in 
a patient weighing over 300 pounds, could 
have been demonstrated by any other means. 

If the prostate is enlarged its shadow is 
easily made out. The entire outline of the 


showing a laminated stone. 
weighed over 300 pounds. 


[ 


Hospital and Ear, Nose and - 
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Fic. 1. LARGE CALCULUS IN THE URINARY BLADDER. 


OXYGEN DISTENTION. 


bladder is distinctly visualized and if un- 
vielding from adhesions or infiltrations this 
is readily seen. 

Growths of the bladder, diverticula, and 
other deformities are easily diagnosed. 

In making the cystographs the following 
technic was employed: 

The urine been withdrawn 
through a catheter, the tube coming from 
the oxygen apparatus is then connected to 
the catheter. The bladder is distended slow- 
ly with a pressure of about one pound. When 
the patient notes that his bladder is full, 
the flow of oxygen is interrupted for a few 
seconds. The flow is resumed at intervals 
until the intravesical 
about two pounds. 


having 


pressure registers 
Most patients will stand 
that much without pain and little or no dis- 
comfort. When the intravesicular pressure 
is about two pounds the catheter is re- 
moved. The patient is made to lie in a 
prone position, his thighs elevated and the 
tube holder tilted at an angle which will 
cause the normal ray to pass from behind 
forward through the middle of the lower 
half of the sacrum. This throws the en- 
tire outline of the bladder above the sym- 
physis where it can best be examined and 
the shadows of small calculi not intercepted 
by those of the bony pelvis can be made out 
clearly. 


The Use of Oxygen in Cystography and Pyelography 


In the patient already mentioned who 
weighed over 300 pounds, the abdomen was 
so large that after placing him in the prone 
position, and elevating the thighs as already 
recommended, | could still pass my closed 
fist between the pubis and the plate holder 
The tissues through which the rays passed 
measured 12 in. in thickness after all the 
the patient could had 
heen made with the tube holder. 

Five years ago the possibility of using 
oxygen in pyelography occurred to us, but 


compression bear 


our oxygen equipment was imperfect, and 
the attention to other work, as well as the 
very rare demand for pyelographs, gave us 
little opportunity. About six months ago 
we perfected our oxygen equipment so that 
its employment has been simplified, its use 
rendered safe and reliable, and the pressure 
desired brought under the control of the 
Operator. 

We decided to make that work the sub- 
ject of this report, but unfortunately, the 
material was not available and we only had 
two cases. As we looked up the literature 
we were surprised to find that Von Licten- 
berg and Dietlen had preceded our efforts 
as far We with 
Dildner that should 
be made, however, to discover a substance 


back as believe 
Braasch and “efforts 


Pic. 2. 
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DISTENTION OF 


THE PROSTATE. 
THE URINARY 


OXYGEN 
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The Use of Oxygen in Cystography and Pyelography 


which will not injure the kidney under any 
circumstances.” 

“The use of the gaseous medium did not 
receive widespread recognition, since the 
resulting outline was frequently uncertain 
and had to be differentiated from gas in 
the bowel.” This verdict may also hold 
good in regard to pyelograms, as it did in 
regard to cystograms at the time it was 
rendered. [| cannot help feeling that the 
method has not been given a thorough trial 
and that the technic susceptible of 
many improvements which may still lead 
us to a successful employment of what 
should be a safe and clean agent. It is not 
impossible to obtain after thorough prep- 
aration a practically gas-free bowel. 

In the first case our results were very 
indifferent because we left the cystoscope 
in situ and bladder distended with fluid and 
we knew that the oxygen was escaping be- 


cause of the escaping bubbles of gas around 
the ureteral catheters. A careful review of 
our experience and results in the first case 
convinced us that the cxygen was partly 
absorbed by the solution and that a suff- 
cient amount escaped to prevent the neces- 
sary pressure within pelvis and_ ureters. 
In the second, the pressure of the cvstoscope 


Fic. 3. MALIGNANT GROWTH OF THE BLADDER WITH 
INFILTRATION OF ITS WALLS; HYPERTROPHY OF 
THE PROSTATE. OXYGEN DISTENTION 
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FiG. 4.—OXYGEN DISTENTION OF THE PENAL PELVIS 
AND CALICES AND THE URETER. 


and soluticn made the operation uncom- 
fortable and tedious for the patient. We 
decided on the following technic, with, we 
believe, very gratifying results. 

1. The patient was cystoscoped and the 
ureteral catheters inserted. 

2. The solution was withdrawn and then 
the cystoscope removed without disturbing 
the ureteral catheters. The patient was then 
moved slowly in position over the plate- 
changing device. 

3. A very small urethral catheter was 
introduced into the bladder, connected to 
the oxygen equipment, and the bladder 
filled with oxygen as for the cystogram. 

4. The urethral catheter was removed 
without disturbing the ureteral catheters. 

5. Everything being in readiness to 
make the pyelogram the ureteral catheters 
were connected to the oxygen equipment, 
the gas allowed to flow, and the exposure 
made while the gas was flowing in. 

The two pyelograms were made in this 
manner and we regret that we did not use 
a slightly greater pressure and did not wait 
a few seconds longer before making the 
exposure, as we are convinced from this 
experience and that of our cystographic 
work that after a hollow organ becomes 
normally distended with gas a slight in- 


. 
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crease in the pressure within limits yet to 
be determined accurately, and a slight con- 
tinuance of this normal pressure does not 
noticeably increase distention of the organ, 
but increases its contained gas, with result- 
ing increase in contrast, and we hope that 
that may serve to distinguish the pyelogram 
shadow from the shadow of gas in the in- 
testine. 

The all important point is to distend the 
bladder at a slightly higher pressure than 
the pelvis and ureters, as this will effectively 
prevent leakage into the bladder. 

The cystogram of this patient was made 
after the pyelograms and after the ureteral 
catheters had been removed. You see how 
distinct the gas-filled bladder with a more 
rarified shadow due to a large diverticulum 
which had been previously diagnosed by the 


Segmentation in the Diagnosis of Stomach Lesions 


cystoscope can be made out. Neither pa- 
tients suffered any special discomfort at 
the time and none at all after the opera- 
tion. The gas was easily expelled. 

We think that we are justified in believ- 
ing our technic correct and believe that the 
only thing to determine is the exact amount 
of pressure to be used. This can be done 
accurately and has the adavantage that it 
could easily be duplicated. We regret that 
we have not had the cases necessary to 
work out this important point, but we hope 
that some of our fellow members with large 
clinical facilities will be sufficiently inter- 
ested to continue our experiments. 

We hope to be more fortunate during the 
coming year to be able to make a full and 
complete report at the next meeting of this 
association. 


SEGMENTATION IN THE DIAGNOSIS OF STOMACH LESIONS* 


BY PAUL EISEN, M.D. 


CHICAGO 


N the past, in observing the stomach with 

the aid of the roentgen rays, we have 
given our attention almost entirely to the 
peristaltic phenomena of the transverse 
stomach. Only of late have we begun to 
recognize segmentation of the vertical 
stomach as an aid to detect true gastric 
lesions. 

The true nature of segmentation of the 
vertical stomach has been revealed to us by 
the careful study of Forssell.* He is un- 
doubtedly the first one to recognize the in- 
fluence of segmentation upon the shape of 
the stomach. Formerly we called this 
retraction, spasm, spastic contraction or re- 
traction, incisura, hour-glass stomach, hour- 
glass spasm, pressure from the _ spleen, 
splenic notch, pressure from the splenic 
flexure, etc. Now we understand these de- 
formations to be active detractions of the 
supporting segment loop (Stttzschlinge), 

1 Gosta Forssell: ‘“‘Ueber die Beziehung der Roentgenbilder des 
menschlichen Magens zu seinem anatomischen Bau.”’ Fortschr. 


a. d. Gebiete der Roentgenstrahlen, Erginzungsband XXX, 
Hamburg, Lucas Griife & Sillem, 1913. 


*Read at the Mid-winter Meeting of Roentgenologists, Detroit, Mich., Feb. 5, 


function of the 


stomach, called segmentation. 


therefore a_ physiologic 


This segmentation is necessarily confined 
to the vertical portion, the so-called diges- 
tive sac, owing to the fact that only the 
muscular structure of the vertical stomach 
permits segmentation. It is the natural 
function of the vertical stomach ‘to hold the 
reserve food in the upper compartment, 
while the digested portion of food is gradu- 
ally projected into the lower part, where it 
is churned by peristalsis and allowed to 
pass into the duodenum. 

This segmentary retraction or notch may 
be observed in two different shapes, depend- 
ing on whether we are examining a healthy 
contracted or a weak relaxed stomach, a so- 
called “atonic’”’ stomach. In the healthy in- 
dividual the segmentary retraction is a deep 
cut in outline, while in the weak and re- 
laxed stomach the outline appears only as 
a shallow curve. And the more relaxed the 
stomach becomes, either by age or general 


1916. 


Segmentation in the Diagnosis of Stomach Lesions 


this 
In extreme cases this segmentary 


debility, the shallower curve appears. 
retraction 
looks like the neck of a bottle. 

However, if the patient is able to draw 
in the lower abdomen, we can again see this 
segment retraction as a deep sharp indenta- 
tion. It is even simpler to have the patient 
supine (on the back), when this upper seg- 
mentary retraction becomes evident in prac 
tically every stomach, whether the same is 
diseased or normal. 


Another point at which segmentation is 


seen in the normal stomach is the fold 
that appears at the insertion of the lower 
termination of the supporting loop. This 


fold becomes evident when the stomach con- 
tracts and is the situation of the ring of 
contraction, and as such the source of the 
peristaltic waves. 
tical and 


\t the angle of the ver- 
transverse stomach, the 
the membrane 


of the same name, is part of the peristaltic 


incisura 
angularis, traveling along 
action, and not of segmentation 

Having the relationship, the nature and 
place of occurrence of segmentation and 
peristaltic action clearly defined, it is in- 
cumbent upon me to point out the occurrence 
of segmentation in true stomach lesions and 
thereby prove its diagnostic significance. 
When we look at our roentgenograms of 
ulcer or cancer of the stomach, we not only 
see, especially when they are Iccated on the 
lesser curvature, a deformity or filling de- 
fect on this side, but we can also recognize 
not alone opposite, but especially above this 
area, a sharp broad-based retraction which 
gives the stomach the appearance of actively 
the 
lesion, as if it were protecting this sore part 


holding its contents above the site of 
of the stomach from painful traction and 
distressing movability, at the same time 
driving its contents upward. 

This function of segmentation is seen in 
duodenal ulcer and is supported by active 
contraction of the stomach. | 
had the opportunity to point this out in a 


transverse 


previous communication on the subject of 


355 
duodenal ulcer.’ It is only natural that the 
same condition holds good in ulcer of the 
stomach. Therefore, when we see segmen- 
tation in ulcer of the stomach we should call 
it such, and not use the meaningless and 
confusing term of hour-glass spasm and the 
like. 

The occurrence of segmentation in func- 
tional and systemic diseases, and its disap- 
pearance after the incorporation of so-called 
antispasmodics, which in reality paralyse the 
neuromuscular apparatus of the stomach, 1s 
well known, but its explanation has been 
vague. The retraction is sharp at its base, 
as you will remember in some of your cases 
of tabes, cholecystitis and appendicitis. 

That we also have segmentation in nearby 
external lesions affecting the stomach is a 
well-known fact. Adhesions in gall-bladder 
disease or duodenal ulcer will often extend 
over to the stomach, and although these 
adhesions themselves may cause deforma- 
tion, this deformity is often exaggerated 
by the presence of segmentation, and can 
then be recognized as such, after it has 
disappeared with relaxation of the stomach. 
This is an extremely important point in dif- 
ferentiating lesions of the gall-bladder from 
cancer of the stomach. 
after 


Plates taken be- 
relaxation of the stomach 
in gall-bladder lesions show an entirely dif- 


fore and 
ferent stomach outline, whereas in cancer of 
the stomach the outline remains the same. 
This subject of segmentation of the 
stomach having been presented to you, you 
have no doubt again recognized conditions 
that you were well familiar with, but which 
were known under so many different names 
that one might believe they were of so many 
different natures. When the _ functional 
nature of segmentation is once understood 
and its occurrence in lesions of the stomach 
fully appreciated, it will teach us to recog- 
nize its value in the 
stomach lesions. 


diagnosis of true 


1“*Characteristic Roentgen Findings of 
Paul Eisen, The American Journal of 
Pp. 739. 


Duodenal Ulcer,”’ Dr. 
Roenigenology, April, 1915, 


THE CAUSE AND PREVENTION OF THE CONSTITUTIONAL 
SYMPTOMS FOLLOWING DEEP ROENTGENTHERAPY * 


BY SIDNEY LANGE, M.D. 


CINCINNATI, OHIO. 


INCE the introduction of the measured 
massive deep dose in roentgentherapy, 
certain more or less unpleasant symptoms 
following the exposures have been observed. 
The symptoms are chiefly of a systemic 
nature. With the production and use of 
rays of greater penetration, these symptoms 
have been accentuated. These constitu- 
tional after-effects of the massive deep 
treatments are not merely annoying but 
often become distressing and even danger- 
ous. This is especially true when the pa- 
tients are aged and debilitated or when the 
patient is cachectic, asthenic, or toxic as a 
result of the presence of malignant, ulcerat- 
ing or suppurating lesions about the body. 
The after-effect of the roentgenization is 
often especially marked in neurotic patients 
or in patients who have just been subjected 
to operative procedures. It is an old ob- 
servation that patients suffering with al- 
terations in cellular content of the blood or 
with diseases of the blood-making organs 
are prone to develop unpleasant symptoms 
of a distinctly toxic nature after the «-ray 
treatment and that this toxemia may even 
terminate life. 

The following deep «-ray 
therapy vary greatly with the general condi- 
tion of the patient, with the nature and ex- 
tent of his disease and with the amount of 
the «-ray dosage. The mildest type is an 
indefinite malaise felt for a day or two after 
the treatment. It may be so marked, how- 
ever, as to completely prostrate the patient, 
necessitating rest in bed from one or two 
days to a week 
treatment. 


symptoms 


following each massive 
This malaise is often accom- 
panied by marked nervous and mental de- 
pression. 

Nausea and lack of appetite is an almost 
constant accompaniment of the malaise and 


may result in vomiting. The patient may 
vomit but once, usually two to six hours 
after the treatment, or the vomiting may 
persist for days. One robust female pa- 
tient who has just been operated upon for 
cancer of the breast was unable to retain 
any food, except water, for eight days after 
a single treatment. The treatment was quite 
severe, and consisted of eight 
full X); 100 X was admin- 
istered to the operated side and 100 X to 
the unoperated and apparently normal side. 
(It may not be out of place to mention in 
this connection that post-operative x-ray 
treatment of the breast should never be 
confined to the operated side but should in- 
clude the unoperated or apparently normal 
side. The reasons are obvious. ) 

\With the nausea the patients usually as- 
sociate the odors of the ozone or other gases 
formed about the high vacuum tube excited 
by a high voltage current. Many of them 
claim that the odor lingers with them, pro- 
ducing nausea, or that the sight or even the 
thought of the treatment, or of the ap- 
paratus, or of the operator, recalls the men- 
tal impression of the odor and results in 
nausea. We have frequently encouraged 
patients to describe the unpleasant odor, but 
as a rule, no adequate description could be 
obtained. One patient said that the odor 
suggested something “burnt,” another de- 
scribed it as resembling the odor experi- 
enced when emerging from an ether anzs- 
thesia. 


however, 


doses (200 


The nausea and consequent loss of appe- 
tite frequently result in a loss of weight 
and strength and may in this way be a fac- 
tor in prognosis. One patient under treat- 
ment for an inoperable carcinoma of the 
colon lost two to three pounds in the two 
or three days immediately following each 


*Read at the 16th Annual Meeting of the American Roentgen Ray Society, Atlantic City, Sept. 22-25, 1015. 
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Constitutional Symptoms Following Deep Roentgentherapy 


treatment. In the intervals before the next 
treatment he gained three to five pounds, 
only to lose part of it again following each 
succeeding treatment. Another patient in- 
sisted on being treated on Mondays, aS, ac- 
cording to his statement, he wanted to en- 
joy his Sundays. 

\Vhile the malaise and nausea are the two 
most prominent symptoms following the 
massive deep treatments, a variety of other 
symptcms may appear. There may be 
rapid swelling of the lymphatic glands in 
the irradiated areas, occurring two to six 
hours after the treatment. This swelling 
of the lymphatic glands following the s-ray 
treatment was so marked in one goitre case 
that the condition was diagnosed mumps 
and the patient was isolated by the attend- 
ing physician. 

Patients frequently complain of a metallic 
taste in the mouth for some days after the 
x-ray treatment and are unable to enjoy 
the flavor of their food. There may be 
also edema and congestion of the mucous 
membranes in the areas under treatment 
resulting in dryness of the mouth and 
throat, pain in swallowing, soreness of the 
intestines, ete. 

It should be understood that the above 
symptom complex occurs only when mas- 
sive doses are employed and may never ap- 
pear if the dosage be mild or moderate. 
But such mild or moderate dosage is often 
futile in that it fails to accomplish the 
desired result. If the larger doses are em- 
ployed, however, these unpleasant symptoms 
may decrease the weight and strength of 
the patient or may be so alarming to the 
patient that he will discontinue the treat- 
ment against advice. The practical im- 
portance of overcoming these constitutional 
after-effects is, therefore, evident. In 
searching for the cause of these symptoms 
the fact that the patient complained of the 
disagreeable odor in the treatment room, 
directed attention to the gases formed about 
the tube. We, therefore, tried to overcome 
the possible effect of these gases by placing 


a jar of smelling salts near the patient or 
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placing a small bottle in the patient’s hand 
for inhalation during the treatment. This 
was without appreciable effect on the un- 
desirable symptoms. We then observed 
that with the onset of warmer weather and 
the opening of the windows, the patients 
seemed to complain less of the nauseous 
odor. An electric fan was, therefore, placed 
in an open window and the air current was 
directed to the patient’s face. This was 
only partially successful. We found that it 
was always possible to limit or prevent these 
after-effects by decreasing the dosage, but 
more especially by decreasing the voltage 
at the tube terminals. When passing nine 
milliamperes through the tube and deliver- 
ing twenty-five to thirty X per dose the 
symptoms were very pronounced. By pass- 
ing only five milliamperes through the tube 
and giving fifteen to twenty X per dose the 
symptoms were milder and often absent 
altogether. It was further observed that 
the constitutional symptoms appeared not 
during or immediately after the treatment, 
but required from two to twelve hours to 
develop. Furthermore the patients suffered 
most after having been under treatment for 
some time, that is after the thorough satura- 
tion of the tissues by the «#-ray and the de- 
velopment of the cumulative effect. It was 
also apparent that although the odor of the 
treatment room produced a recurrence of 
the nausea that this was but a mental reflex 
and not the ultimate cause of the nausea. 
The first treatment pre xiuces no immediate 
nausea. At subsequent treatments, however, 
the odor recalls the nausea, since the patient 
associates the treatment and its accompany- 
ing odor with the nausea. 

The effect of the x-ray upon living cells 
is to break them down or to at least increase 
the katabolic changes in the cells. The 
products of the metabolic activity of living 
cells or of the disintegration of proteid ma- 
terial are largely acid in reaction. It, there- 
fore, seemed probable that the unpleasant 
constitutional symptoms following deep 
a-ray therapy were the result of an acidosis 
either local or general. \e know that the 
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reaction produced in the skin by the x-ray 
is a local acidosis from cellular disintegra- 
tion and that it can best be avoided or 
abated by the local application of the alka- 
lies (as for instance Dodd’s lotion). A 
few clinical tests seemed to prove the cor- 
rectness of this theory. The administra- 
tion of sodium bicarbonate by mouth served 
to ameliorate or prevent the constitutional 
symptoms in a great many patients. The 
first patient upon whom this medication was 
carried out was very anemic and weak from 
uterine hemorrhage due to the presence of 
a fibroid. Her general condition was such 
that the possible constitutional after-effects 
of the treatment were greatly feared. She 
was given bicarbonate of soda in thirty- 
grain doses every three hours for twenty- 
four hours previous to the treatment and 
this medication was continued for forty- 
eight hours after the treatment. None of 
the unpleasant symptoms developed in this 
case. 

We are now prescribing as a routine 
thirty grains of sodium bicarbonate three- 
hourly, to be continued forty-eight hours 


The Roentgen Treatment of Epithelioma 


When the condition 
of the patient warrants, it is also given over 
twenty-four hours just previous to each 
treatment to increase the alkalinity of the 
blood and tissues. 


after each treatment. 


The patient is also en- 
couraged to drink freely of alkaline waters, 
especially vichy. We prescribe also in each 
case an alkaline lotion (Dodd’s formula) to 
be applied twice daily to the skin areas under 
treatment as a prophylactic measure against 
the development of a reaction, and we feel 
that as a result of the persistent use of this 
lotion from the beginning of the treatment 
to the end that we have been able to in- 
crease the skin tolerance and to deliver in 
this way a greater dose to the underly- 
ing tissues than would otherwise be pos- 
sible. 

The dose of alkali is perhaps in excess 
of what is actually needed. The dose may 
be diminished to the amount required to 
render the urine alkaline. If five grains of 
magnesium sulphate be added the dose may 
be further diminished. In some cases a 
bottle of artificial vichy water per day suf- 
fices. 


THE ROENTGEN TREATMENT OF EPITHELIOMA* 


BY JOHN H. EDMONSON, M.D. 


BIRMINGHAM, ALA. 


N presenting a paper on treatment of 
epithelioma, to this Society, and having 
nothing new to offer, in fact only some few 
results obtained from the combined tech- 
nics of other operators, I fully expect 
that a great number of this body will be 
somewhat bored, but from my own experi- 
ence of getting something out of papers on 
the most hackneyed subjects, I beg your in- 
dulgence, hoping that some one might per- 
haps derive a little benefit from my efforts. 
Adami, Paines, Farmer, Moore, Walker 
and Greenough show the similar micro- 
chemical, staining reaction of mucine, hya- 
line, myeloid, keratin, and other matter, 
products of cell-degeneration to the so-called 


* Read at the 16th Annual Meeting of the Roentgen Ray Society, Atlantic City 


intra-cellular cancer bodies. These au- 
thorities all agree that the nature is para- 
plasmic and nonparasitic. They have all 
noted the similarity between these cancer 
bodies and the products of nucleolar dis- 
charge in the cytoplasm. This to my mind 
suggests the causation of malignancy to be 
of an intra-cellular, biochemical nature, cre- 
ated first by impairment of some compo- 
nent part of the individual cell as a life unit, 
and a gradual degeneration of its offspring 
from heredity and environment within it- 
self until a type of cell life is developed 
which we call cancer. This type we know 
to be embyronic, and possessing greater 
vital principle than the normal cell. We 
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Case I. AFTER X-RAY TREATMENT. 


Case EPITHELIOMA OF THE’ EYELID, 
BEFORE ‘TREATMENT. 


CaAsE II. EPpiItHELIOMATA OF THE NOSE AND CasE II. X-RAY TREATMENT. 
CHEEK, BEFORE TREATMENT. 
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Case III. OF THE HAND, Case III. Arter X-RAy TREATMENT. 
BE-ORE TREATMENT. 


Case IV. EPITHELIOMA ON THE FOREHEAD, Case IV. AFTER X-RAY TREATMENT. 
BEFORE TREATMENT. 
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hat the 


ciple within a cell, 


also know t greater the vital prin- 


the less power ol resist- 
ance it possesses to the a-ray. ‘This is my) 
idea of selective action of the rays on ma- 
lignancy 

Now, the question arises, What type of 


ray is best suited for destroying cells of 


; a question of relative resistance. 


this tvype,—hard and short, or soft and long? 
Gentlemen: 
tration 


| think it a question of pene- 
the vital cellular structure, 
rather than through the structure, and | 
that the this 
type of cell life is due to stimulation of an 
excessive the func- 


tion of the cell resulting in its destruction 


into 


believe lack of resistance of 


nature to biochemical 


I have cases of rodent ulcer 


cured by the ultra-violet ray, 


seen scme 


and we know 
the wave length here is infinitely longet 


and less penetrating than the «-ray, yet the 
wave must have been short enough to pene- 
trate to within the structure of the super- 
ficial cell. 


However, | believe the use ot 


any ray of a shorter wave length than a 
No. 4 or 5 Benoist «-ray is an illogical and 
dangerous procedure, as sufficient penetra- 


ticn is hardly to be the mos! 


obtained in 
superficial conditions, 

| think the harder the ray the better, in 
deep therapy, and of course through as 
much filtration as possible to protect the 
superficial structures from soft rays that a 
sufficient amount might be delivered to the 
part deeply seated to get a destructive rather 
than a stimulative effect. 


In going over a number of my 


treated some years before | began estimat- 


cases 


ing dosage, and comparing the technic 
with that in use to-day, I fail to see 
why I did not procure some real severe 


burns. For instance, one of the most satis- 
factory results I ever obtained was given a 
treatment every day for ten days: Tube 
backing up a six-inch spark gap, to begin 
with, and registering 3 Ma. with expos- 
ures, each lasting ten minutes without fil- 


tration and wall of tube 2 inches from sur- 


face. I have since exposed pastilles to the 
same technic and from the registration 


by Hampson’s radiometer (which I know 


is not very accurate, yet sufficiently so from 
which to develop a technic), I find that 
| gave my patient a hundred or more units. 
The tube used was of the old type, not 
water-cooled, and as the vacuum would drop 
materially before each exposure was ended, 
| must have subjected the poor individual 
Yet 
My only conclu- 
sion is that I was quite innocent in my sci- 
entific endeavor and the good Lord placed 
me in the category of babes and locked after 
the welfare of said victim. 

In treating 
technic is, 


to an enormous quantity of soft rays. 
the result was excellent. 


cutaneous malignancy my 
to begin with, bipolar fulgu- 
ration, cauterization, or coagulation, as you 
like. This serves a triple purpose. First, 
it destroys the most superficial and a great 
number of deeper cells. Second, it ren- 
ders the field more accessible and amenable 
to treatment. ‘Third, it 


channels. Immediately 


closes metastatic 
following this I 
give an exposure of about To to 20 Hamp- 
son’s units of a No. 6 Benoist unfiltered ray 
to the neoplasm cnly, thorcughly protect- 
ing the adjacent tissues. 

The following day I give a second ex- 
posure of 4 cr 5 units No. 8 or 
filtered through 3 mm. of 
aluminum; and this time 


from a 
Benoist, 
include about a 
half-inch of surface immediately surround- 
ing the growth; hoping by this to reach 
seme cells of a pre-cancerous nature and 
also any deeper cells of a malignant type. 
My patient is then dismissed until the reac- 
tion subsides, with emphatic instructions 
t. return for further observation. Should 
there be any manifestation of the condition 
left, | repeat the above technic. If there 
be no the former trouble at 
all, I give another exposure of about « 
units in order that some lurking manifesta- 
tion, unobserved, might be destroyed. 

[ deem this I have 
seen some cases apparently cured by -r-ray 
treatment recur and the response to second 


indication of 


very necessary, as 


treatment impressed upon me the necessitv 
oft a, —you might vay. 
p~sure. 


post-treatment ex- 


X-RAY STUDY OF A PERICOLIC MEMBRANE INVOLVING 
THE SPLENIC FLEXURE 


BY ALBERT M. COLE, M.D. 


Roentgenologist to City, Methodist, 


St. Vincent and Deaconess Hospitals 


INDIANAPOLIS, IND. 


\ \ YE are hearing much of pericolic mem- 
branes, 


or Jackson’s membranes, 
which are generally understood to be a 
peritoneal structure arising from the pos- 
tero-lateral wall of the right side and ex- 
tending over the ascending and first part 
of the transverse colon, and, at 
spreading down over the cecum. 


times, 
The ex- 
tent of attachment of these membranes is 
variable and the etiology is not vet deter- 


COLON FILLED witH BAsIuM. 
mined. The diagnosis and 
radiographic findings we will not enter into. 
That we may have these membranes on the 


symptoms, 


left side is not generally recognized. A few 
European writers mention it, but Bain- 


bridge is the only American who has re- 
ported a left-sided pericolic membrane. 


The patient whose case is here described 
Was a man, aged sixty-four. The family 
and personal histories were 
any data pertinent to the 
which he presented himself 
tion. 


negative as to 
condition for 
for examina- 
for about a year he had suffered ex- 
treme anorexia, with 


consequent loss of 


weight. Aside from a general sense of ill- 
and 
a very obstinate constipation, there were 
no other subjective symptems. 


defined discomfort over the abdomen 
tion of the abdomen revealed an irregular 
resistance occupying the site of the colonic 
splenic flexure. At x-ray examination the 
patient, with abdomen bared, was _ placed 
upon his back on a fluoroscopic table in the 
dark room with the «-ray tube below and 
the fluoroscopic screen above the table. An 
enema consisting of barium sulphate, bolus 
alba and 1500 ¢.c. of water was slowly in 
jected into the rectum by means of a bulb 
syringe and while carried up through the 
The 
rectum, sigmoid and lower part of the de 
scending colon was seen to fill quickly, but 
when the barium column reached the upper 
part of the descending colon it was arrested 


bowel was observed fluoroscopically. 


It then slowly began to balloon out the 
bowel until it was dilated to the size of a 
large fist. After a delay of six or eight 
minutes the enema was seen to move on 
slowly into the transverse colon, which it 
filled about half its length across the abdo- 
men, where it. was finally arrested, and re- 
peated observations during a period of an 
hour failed to show it filling the remainder 
of the colon. After an interval of ten days 
a confirmatory examination was made and 
2000 enema, instead of 1500 c.c. 
At this time the same observa- 


c.c. of 
was used. 
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Fic. 2. EXTENSIVE LEFT-SIDED PERICOLITIS WITH ANGULATION AND PARTIAL OBSTRUCTION AT THE 


SPLENIC FLEXURE. 


tions were made. The enema was again 
delayed at the splenic flexure widely dilating 
the descending colon below and again after 


The patient would not permit an exam- 
ination with the bismuth meal given by the 
stomach to detect the degree of obstruc- 
tion when the colon contents approached 
the splenic flexure in the natural way. 

The «-ray diagnosis was partial obstruc- 
tion at the splenic flexure. From the other 
A drawing was made over the screen which signs and symptoms it was inferred that 
pictured the distended colon with a blurred the obstruction was probably malignant. 


and narrowed outline at the splenic flexure, Operation by Dr. J. 
as shown in Fig. 1. 


six or eight minutes the enema was seen 
slowly passing through the splenic flexure 
to fill the transverse completely this time 
and then the ascending colon and cecum. 


Rilus Eastman, re- 
vealed a condition of an extensive pericolitis 
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involving the splenic flexure and descend- 
ing colon, as is fairly well illustrated in 
lig. 2. The left lateral margin of the great 
omentum was attached to the serosa of the 
splenic flexure and descending colon by thin 
sheets and bands of peritoneum, which ap- 
parently had been formed by fusion of the 
anterior and posterior peritoneal lamin 
of the omentum. These fused peritoneal 
layers of the great omentum passed in front 
of the descending colon and blended in with 


The Diaphragm as an Index of Pathology 


the left lateral abdcminal The 


whole of the descending colon was thus in- 


serosa. 


vested almost to the beginning of the rec- 
tum. It was, however, not possible to draw 
up a single sheet or sleeve of peritoneum as 
has been observed upon the right side. The 
picture was not unlike that of ordinary 
membranous formations which 
might attend or be consequent upon peri- 


adhesion 


tonitis, although there was in this case no 
history whatever of peritonitis. 


THE DIAPHRAGM AS AN INDEX OF PATHOLOGY* 


BY MAXIMILIAN JOHN HUBENY, 


M.D. 


CHICAGO 


HIS paper does not allude to paralytic 

involvement of the diaphragm found in 
some cases of progressive muscular paraly- 
sis, lead poisoning, diseases of the spine, 
tumors, the neck, injured 
wounds of the neck and alcoholic neuritis; 
or to spasms as occasionally seen in apo- 
plexy, peritonitis and chronic gastric ca- 
tarrh. Abnormal configuration due to 
pressure from tumors of neighboring organs 
or adhesions is also excluded. 

The particular object is the peculiar 
fluffing of the diaphragmatic arcs. Instead 
of the usual smooth and regular outline, 
cases have been noted in which a corru- 
gated appearance was present. 

In only rare instances was this phenom- 
enon observed on both sides; it was usually 
unilateral and the peculiar incidence of its 
occurrence on the affected side led the 
writer to infer that there must be a relation 
between the pathological condition and 
the corrugation of the diaphragm. 

It is assumed that the diaphragm is in 
a flaccid condition and, as the ribs are the 
fixed points of attachment and an up- 
ward pressure exists due to the positive 
intra-abdominal pressure, we have issuing 
from the ribs segments of diaphragmatic 


abscesses. of 


* Read before the Chicago Roentgen Societ 


muscle fibers more tense than the fibers 
which have their origin from the inter- 
costal tissues. The fibers originating from 
the different ribs form separate arcs, these 
arcs are recorded on the plate in different 
planes so as to show distinct corrugations. 

The extensive nerve communications and 
ramifications of the nerves that supply the 
diaphragm are impressive and would lead 
one to think that there must be an inter- 
dependence and a close or remote relation- 
ship between the diaphragm and its neigh- 
boring organs; therefore, should neighbor- 
ing organs be diseased or possibly the muscle 
itself involved, would it not be logical to 
suppose that the action of the diaphragm 
would be limited either locally or in its 
entirety, depending on the part or organ 
involved? 

The cases in which this fluffing was ob- 
served had the following clinical diagnosis: 
(1) gastric ulcer located at esophageal 
opening; (2) diaphragmatic pleurisy; (3) 
incipient pulmonary tuberculosis; (4) em- 
physema; (5) fractured ribs; (6) angina 
pectoris. 

The conclusion the author makes is that 
should this fluffing be present, pathology 
of some kind should be suspected. 


y, December 17, 1915. 


I. THE PHENOMENON OF THE “WATER STREET.” 
Il. DILATATION OF THE DUODENUM IN CHRONIC 


APPENDICITIS. 


Il. A MOTILITY PHENOMENON 


IN SOME CASES OF GASTRIC ULCER * 


BY ANTHONY BASSLER, M.D. 
Clinical Profe I Medicine, New York Polyclinic Medical Scl 
NEW YORK 
| in about 20 per cent. of all normal stomachs, 
one-half the full intake of fluid in about 25 
Tue PHENOMENON OF THE “\ATER per cent., about one- fourth the intake in 26 


STREET’ 


YINCE the so-called ‘Water Street” 
S was added to the physiolog of the 
stomach, little 
phenomenon. 


has been done to study this 


That it occurs, those who are 


acquainted with .»-ray examinations can 


agree to, but that it occurs in only the 
minority of normal stomachs is not gen- 
erally known. For the study of its fre- 
quency the technic employed was that of 


some time back of observing the stomach 
shortly after a full meal had been taken, 


and a barium suspension of two ounces in 
eight ounces of syrup of acacia and water 
drunk at the time of the examination. One 
hundred individuals in whom former .’-ray 


essentially normal 


Judged 


examination showed an 


stomach were employed. from an 


x-ray standpoint, the examination made in 
the upright, the typical “water street’? with 
its single or double line along the lesset 


the fluid 


excreted from the stomach were observed in 


curvature and most of rapidly 


1g instances. In 24 the excretion from the 
stomach was probably 50 per cent. of the 
fluid taken in five minutes’ time; in 26, not 
more than a quarter of the fluid intake left 
in five minutes; and in the remainder it 
less than this to none at all, the 
maining in the stomach 


Was 


fluid re- 


and emptying only 
as chyme from a full meal does. ‘Thus, 
according to my observations, rapid empty- 
ing of fluid drunk after a full meal occurs 


* Read by invitatior New Y 


per cent., and the phenomena do not occur 
at all in 29 per cent. Something depends 
:pon the ratio between the quantity of food 


fluid in- 
If the quantity of food is moderate 


n the stomach and quantity of 
vested. 
cr low, and the quantity of fluid large, it is 
more often , but in stomachs, 


seen some 


whatever the combination, it 1s not present. 
Then, too, if the food in the stomach is solid 
(meats, vegetables), while more 

Ap- 


a unifcrm physiology. 


rough 
often observed, it may not be present. 
parently it 1s not 


DILATATION OF THE DUODENUM IN 


Curonic APPENDICITIS 

the 
there 
being no stasis or obstruction below in the 
intestinal 


duodenum, 
normal in 


\n immensely 


stomach being Size, 


seen in some cases of 
When present the 
dilatation is in the first and second part of 
the duodenum, 


canal, is 
chronic appendicitis. 


marked, such 
portions of the duodenum may retain fluids 
which gravitate to the lower level of the 
tube, forming a sac. 


and when 


Five of such cases 


were seen this year. In all a careful search 
of the abdomen at operation showed a dis- 
an immense 

Three of 
these cases were examined by -r-ray five 


tinct disease of the appendix, 


duodenum, and nothing else. 


months and over after the operation, and 
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Fic. 1. STOMACH IN SYSTOLE. ACCORDING TO THE 


DESCRIPTION GIVEN. COMPARE WITH FIG. 2. 


in each the transverse measurements of the 
duodenum were less than before operation 
(appendectomy plus exploration) and no 
sacculation could be made out. Why this 
combination takes place I do not know: 
perhaps it occurs by way of the appendico- 
pyloric reflex. Perhaps, too, in those in- 
dividuals who have a referred distress or 
pain in the epigastrium on pressure upcn 
a diseased appendix, the seat of it is in the 
duodenum and not the stomach or the sym- 
pathetic structures posterior to these organs. 


A MortiLtity PHENOMENON IN SOME CASES 
or Gastric ULCER 


\s far as the writer knows, he was the 
first to insist upon the direct or anatomical 
method of diagnosing gastric and duodenal 
ulcer (also cancer) rather than depending 
upon the indirect or physiological means. 
This occurred four, and mainly three 
years ago, in discussions at the New York 


Academy of Medicine. These are now the 
bismuth-retaining pits (barium is not as 
serviceable to note these), the Haudek niche 
and accessory pocket, peristaltic defect plus 
tender area and ulcer history, the recently 
advanced Cole’s indurated area, and _ per- 
manent defect of anatomy like true hour- 
glass stomach or advanced pyloric obstruc- 
tion. Apology is then offered for adding an 
indirect means or complex to the many that 
have been advanced, any one of which may 
be fatal for accuracy of diagnosis, although 
some in an individual case may be most 
serviceable. 

The one offered here is a combination of 
four things, all of which must be present 
for accuracy in diagnosis of gastric ulcer. 
Six cases have been operated upon in which 
this complex was present, in all of which 
distinct ulcer existed. The four factors 
are: 

First: An irregularity of the channel of 
the pyloric muscle, it usually being bent su- 
peri rly. 

Second: The channel situated not in the 
middle of the transverse measurement of 


a 
3 
. 
4 
“4 
™ 
Fic. 2. STOMACH IN DIASTOLE. 


and Accurate 


the first part of the duodenum, but the en- 
tire canal being in the superior half of 
transverse the cap. 
Third: An element of pyloric spasm usu- 
ally incomplete in 
Fourth: <A 
shows an even 


the 
ag of the base of 
degree. 


pylorus which in_ systole 
contour below the 
of the pyloric muscle directly under 


and in diastole of the 


channel 
the cap, 


this stomach 


edge 


EASY 


Pelvimetry by 


the Roentgen Ray 


307 
shows a distinct irregularity. It 1s common 
in even normal stomachs to observe an ir- 


regularity of the stomach edge about two 
inches and more down the greater curva- 
ture, most often in front of the right edge 


of the spinal column. 
draw attention to must be directly under 
the cap, with the rest of the stomach being 
straight in outline. 


The irregularity I 


AND ACCURATE PELVIMETRY BY THE 


ROENTGEN RAY* 


BY HARVEY W. 


SPRINGFIELD, 


is not the purpose of this paper to dis- 


S means 


cuss the value of pel 


imetry ; th 


of safeguarding the life both the infant 
and the mother has been long recognized. 
The objection of many women to internal 
pelvimetry and the lack of accuracy, espe- 
cially of external pelvimetry has made such 
examination the exception rather than the 
rule. Ifa simple and reliable method could 
be devised, it would seem not improbable 
that obstetricians and family physicians 


would recommend such a record being made 


Hav- 
ing been asked a number of times concerning 
> > 


even before pregnancy has occurred. 


the above matter, [| began using the fol- 
lowing plan, which | have repeatedly proved 
to give practical results. Recognizing the 


work of Dr. Manges and others in this line, 
[ claim no originality, but rather 


an adapta- 
tion methods, 


1f several which results in 


accuracy without annoyance or inconveni- 
ence to the patient. 

The patient is placed in a semi-recumbent 
position upon a plate-changing tunnel or 


other device, by means of which the five suc- 


cessive plates required may be taken with- 


out change of position of the patient. The 
exact amount of recumbency of the patient 
is not important, but it should be our ob- 


ject to bring the sacral promontory out in 


*Read at the 16th Annual 


Meeti: 


VAN 


ALLEN, M.D. 


MASS. 


as much relief as possible 
angle 


\ metal right 
so as to place the shadow 
upon two edges of the plate. After this 
simple preparation, the exposures are made, 
all at the same from the plate. 
Practically The first plate 
is to be over a point about 
3 inches above the symphysis pubis. Mani- 
festly this plate will relief the four 
points of wish to de- 
The rays of 
the target form a cone of 


is placed 


distance 
| use 24 inches. 


taken centrally 


show in 
the pelvic outlet 

termine the distance between. 
light coming from 


we 


light. We will concern ourselves with only 
four of these rays. First the two which 


originate in the target and strike the tuber- 
osities of the ischia, and pass on to make 
their impression on the plate. In the same 
way let us take the one of which 
the promontory 
the other the posterior side 
of the symphysis pubis. 

By using a line equal in length to the 
measured distance 
of points on the plat 


two rays, 
strikes the anterior part of 
of the sacrum: 


between these two pairs 
e first taken, 
struct an equilateral triangle, the base be- 
ing the above measured distance, the height 
the distance from the target to the plate 
and the sides of the two diverging rays of 
light. If now we knew the distance up on 
the two sides of both of these reconstructed 


we can con- 
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A 


Fic. 1. AB is the plate ; C the body to be located 
within the surrounding tissues; D, the position of 
target in the first plate; E, the position of target 
in the second plate; I, the image of the body as 
recorded on the first plate; H, the image of the 
body as recorded on the second plate; F K, a per 
pendicular line through the body to be located, its 
length being known as it is the distance of the 
target from the plate; H K is one-half the measured 
distance between the shadows on the two super 
imposed plates; EGH and H KC are triangles hay 
ing similar angles, and therefore their sides are 
proportional Therefore, GK (equal to FE) 
HK:HK::EG:KC (the distance to be deter 


mined ) 


triangles at which the points wanted are 
located, either the tuber ischii or sacrum and 
pubis, it would be a simple matter to mark 
these distances up on the sides of our tri- 
angles and then the distance between these 
two points would be the true pelvic measure- 
ment. 

Now the problem is to find the distance 
of these pelvic limitations from the plate. 
To do this with accuracy, four more plates 
are taken, the target being moved a certain 
predetermined distance in each of the four 
directions from the place from which the 
original plate was taken. Practically I have 
moved the target six inches each way in tak- 
ing these plates. This adopts a method of 
localization published a number of years ago 


Easy and Accurate Pelvimetry by 


the Roentgen Ray 


by Dr. L. G. Cole in which, by the law of 
similar triangles, the exact distance a body 
is from the plate can be determined. 

This method is illustrated in Fig. 1. 

All of the above description may seem 
quite complicated, even so much that I may 
be accused of not living up to my title of 
easy and accurate pelvimetry, but in making 
these determinations practical it becomes 
simple. We do reconstruct the tri- 
angle, but by means of a simple problem 
in proportion the measurements are de- 
termined, or by 


not 


two rulers, the 

a measured triangle is 

quickly possible upon which the measure- 

ments of the pelvis can easily be determined. 
This is illustrated in Fig. 2 


means of 
reconstruction of 


Fic. 2 \ is the target; 


oe BC, the plate; D and 
E, the impression of the 


points of pelvis in ques 


tion. AD and AE, the path of the diverging rays 
striking the two points of pelvis in question, | 
and G. Having determined in our former problem 


the distance from D to F and E to G, we measure 
the distance up on the lines DA and EA, and lo 
cate F and G correctly when the true pelvic meas 
urement can be computed as the distance from F 
to G. 


= 
| 
F 


A CASE OF ASSOCIATED GASTRIC AND 
DUODENAL ULCER 


BY RUSSELL D. CARMAN, M.D. 


ROCHESTER, MINN. 


” an extensive series of operated cases 
the concurrence of gastric and duodenal 
ulcer has been noted quite often, about 
fifteen per cent. of the gastric ulcers having 
duodenal ulcer as an he fol- 
lowing case history may therefore be of 
interest both from the 


associate. 
clinical and roent- 
genologic viewpoints. 
CASE 
Previous 


Female, aged 66 
Diseases.—Measlk 
mumps, jaundice at 12 years. Pne 


150520. years. 
pertussis, 
imonia 
at 18 and 30 years. 


None. 


Gastric. 


Former Operations. 

Chief Complaint. 

Clinical gastric 
disturbances for the past twelve years; food 


[Intermittent 


distress rather than food ease; epigastric 
soreness, more marked on the left side. 
Patient Says she is nauseated most of the 


time and vomits often without effort or re- 


lief. For Vears she was unable o he on 
left side, because of nausea. No hematem- 
esis. Always light eater; lived on pint 
of milk and cream daily for years. In the 


past six months she has been 
No desire for 
and 


pr‘ gressively 
worse. food, because of 
nausea vomiting. Weight formerly 
125 pounds, two years ago 103 pounds, 


Total acidity 34, free HCl 
Hemoglobin Oo per Cent.; 


now 99 pounds. 
22; combined 6. 


reds, 4,624,000. History not clear for 


ulcer, yet the chronic nature of the com- 
plaint suggests ulcer, especially the 
type. The 
value only of 


gastric 
case illustrates the relative 


\ the anamnesis in a certain 
percentage of the ulcer cases. 


Roentgen Findings. irge, with 


Stomach large 


a retention of one-half the 
meal. Small 
duodenum. 


six-hour motor 
retention in the 
Peristalsis vigorous and of ir- 
regular type. Diagnosis: 
duodenal ulcer (Fig. 1). 

Operative Findings.—Double ulcer. 
cer of the stomach three inches above the 
pylorus on lesser curvature. 


six-hour 


Gastric ulcer; 


Ulcer of the 


Fic. 1. Gastric ULCER AND DUODENAL ULCER. 


Deformity of the 


duodenum extending up to the pyloric ring. 
Operation.—-1. 
tric ulcer. 
2. Pylorus blocked by 
sutures. 


Cautery excision of gas- 


two silk mattress 


3. Posterior gastro-enterostomy, all cat- 
gut. 
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BRONCHO-ESOPHAGEAL FISTULA 


BY RUSSELL D. CARMAN, M.D. 


ROCHESTER, MINN. 


RONCHO-ESOPHAGEAL fistulas re- 
sulting from erosive lesions of the 

esophagus are sufficiently rare perhaps to 
warrant the report of a case. 

CASE 157629.—Male, aged 52 years. 

Previous Disease.—Grippe. 

Former Operations.—None. 

Chief Complaint.— Dysphagia. 


Fic. 1. CARCINOMA OF THE ESOPHAGUS. 


(a) Irregular obstruction of esophagus. (b) Main 
trunk of bronchus, outlined with barium. (c) Branch- 
ing of bronchus. (d) Fistulous tract. 


Clinical History—No previous gastric 
history. Six months ago first began having 
trouble swallowing meat; felt it stick just 
below the level of cricoid cartilage giving 
rise to choking sensation which was not 
relieved until he strained and succeeded in 
getting it up again. This condition became 
progressively worse. At the time of exam- 
ination the patient was unable to swallow 


solids of any description, even regurgitating 
liquids at times. For six weeks past he has 
been bringing up slimy material; frequently 
accomplishes this best by milking his throat 
with finger. Never any blood. Past week 
has had a great deal of tickling in the 
throat, hacking cough, and expectoration 
of slimy material similar to that which he 
got up upon straining previously. Appe- 
tite very good. Hungry constantly, but 
unable to get food into stomach. Lost 40 
pounds in weight in six months. Has had 
no bowel movement for ten days. No de- 
sire to stool. Bowels always regular pre- 
viously. 

Physical Examination. — Patient very 
emaciated. Small cystic tumor below the 
thyroid cartilage and seemingly attached 
to it. Urine report: Specific gravity 1.025 
acid; albumin 2; no sugar; microscopically 
negative. 

Blood._—Hemoglobin 85 per cent.; red 
blood cells, 5,240,000. 

Roentgen Findings.—Irregular obstruc- 
tion, middle third of esophagus. In the 
obstructed area a needle-like projection of 
the barium toward the left could be seen. 
The patient began to cough and continued 
to do so throughout the remainder of the 
examination. 

Diagnosis.—Carcinoma of the esopha- 
gus. Barium entered left bronchus on 
swallowing (Fig. 1). 

Postmortem Findings.—Carcinoma mid- 
dle third of the esophagus; marked stric- 
ture of the esophagus; carcinomatous bron- 
cho-esophageal fistula; bilateral, dissemi- 
nated, aspiration broncho-pneumonia; gas- 
trostomy. 


37° 


> 
> 
ad 
ath 
5 


THE AMERICAN JOURNAL OF ROENTGENOLOGY 


PusLisHeD BY Paut B. Hogser, New City 


Issued Monthly. Subscription, $5.00 per year. 


Advertising rates submitted on application. Editorial 


office, 32 Adams Avenue West, Detroit, Mich. Office of publication, 67-69 East 59th Street, New York 


OFFICIAL ORGAN OF 
THE AMERICAN ROENTGEN RAY SOCIETY 
President 


Dr. A. W. Crane, 420 S. Rose St., Kalamazoo, Mich. 
First Vice-President 
Dr. W. B. Bowman, Los Angeles, Calif. 
Second Vice-President 
Dr. Rospert W. GIsseEs, Columbia, S. C. 
Secretary 
Dr. W. F. Mances, 264 S. 16th St., Philadelphia, Pa. 
Treasurer 
Dr. Wa. A. Evans, 32 Adams Av. W., Detroit, Mich. 
Executive Committee 
Dr. Rotanp HAmmonp, Chairman, Providence, R. I. 
Dr. H. W. Van ALLEN, Springfield, Mass. 
Dr. Davin R. Bowen, Philadelphia, Pa. 
Publication Committee 
Dr. G. M. MacKee, Chairman, New York City 
Dr. Epwarp H. SKINNER, Kansas City, Mo. 
Dr. GeorceE C. JOHNSTON, Pittsburgh, Pa. 
Librarian 
Mr. H. W. Dacurt Toledo, Ohio 
Editor 
Dr. P. M. Hicxey, 32 Adams Av. W., Detroit, Mich. 
Associate Editors 
Dr. E. W. CALpwWELL, New York, N. Y. 
Dr. R. D. CarRMAN, Rochester, Minn. 
Dr. James T. CAsE, 3attle Creek, Mich. 
Dr. A. W. GEORGE, Boston, Mass. 
Dr. G. E. PFAHLER, Philadelphia, Pa. 


Pror. J. S. SHEARER, 


Ithaca, N. Y. 
Dr. F. C. ZaprrFe, 


Chicago, 


EDITORIALS 


THe Neep FOR PROPERLY TRA!NED 
ROENTGENOLOGISTS 


The activity of the various instrument 
makers in filling the demand for x-ray ap- 
paratus to equip the numerous new hospi- 
tals throughout this land, has created a 
large number of openings for competent 
roentgen workers. Scores and scores of 
hospitals have gone ahead with the pur- 


chase and installation of expensive roent- 


w 
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gen equipment without serious considera- 
tion of the question as to who should make 
use of the attractive instruments. When 
one comes to realize it, it is a strange thing 
that no more mature thought is given the 
selection of the roentgenologist himself. 
Many hospital authorities seem to feel that 
the filling of this position will be simple 
enough provided the equipment installed 
is of the latest type and highest kilowatt 
rating, and if it includes a transformer of 
the open or closed core type, according to 
the persuasiveness of the salesman who 
finally landed the contract. 

The real practice of roentgenology begins 
when the roentgenogram or the roentgeno- 
scopic image has been produced. No mat- 
ter how expert one may be in the technical 
side of the production of the plate or 
screen image, once that image has been 
produced he is still helpless as far as the 
practice of roentgenology is concerned un- 
less he has had a certain training, and a 
certain amount of experience, the more the 
better. This work can no more be per- 
formed by the non-medical individual than 
can stethoscopy or percussion of the chest 
by one not medically trained. And the 
medical training even is not sufficient : there 
must be special training in the interpreta- 
tion of roentgen shadows. 

There is a real field and a rare oppor- 
tunity for medical men with proper clinical 
training to enter the field of roentgen diag- 
nostics. Every medical man engaged in x- 
ray work is receiving just that amount of 
recognition and respect from his colleagues 
which his abilities have carved out for him. 
The trouble is that there are so many at- 
tempting this work who are inadequately 
equipped for the task. For each available 
I 
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competent roentgenologist, there are at 
least five hospitals clamoring for proper 
x-ray work, of the kind done in our best- 
known medical centers where roentgenol- 
ogy has been given its proper place among 
the other major medical sciences. The re- 
sult is that the four hospitals for whom 
there is not available a competent man, do 
what in their opinion is the next best thing, 

they put in an incompetent, and invest 
him with an authority which he has not 
sarned and which does not really belong 
to him. Does he not operate the same 
kind of x-ray apparatus as the well-known 
Dr. Blank of the University Hospital? 
Does he not have a Coolidge tube, just like 
Dr. So and So, of the Chirurgical Clinic? 
And does he not use the same kind of 
plates as Dr. Whoze of the Somewhere 
Reentgen Institute? 

The medical profession must come to 
realize that roentgenology is not a photo- 
graphic science, but that when certain 
means sorewhat remotely allied to photog- 
raphy have been utilized to secure visuali- 
zation of certain internal organs or parts, 
there is still absolutely essential the aid of 
an experienced medically-trained individual 
in order to secure reliable interpretation of 
the shadow findings. .T.C 


ANOTHER WarRNING AGAINST X-Ray 
BuRNs 


There is at hand today sufficient knowl- 
edge for the well-informed to prevent x- 
ray burns, but the demands for x-ray work 
are exceeding the supply of competent and 
well-informed roentgenologists. Associ- 
ated with this tremendous demand there 
has keen developed powerful apparatus 
which, when not properly used, greatly in- 
creases the risk of burns. This danger is 
further increased by the special demand 
for fluoroscopic work. 

Recently I have seen two doctors suffer- 
ing from severe x-ray burns. In one in- 
stance, the doctor simply used a small port- 
able x-ray outfit to set a fracture of the 


ankle under fluoroscopic guidance. When 
he consulted me, both hands were swollen 
to twice their normal size. All the skin 
was peeling off. He had been laid up from 
his work at that time for a month. 

In another instance, a prominent surgeon 
had been making use of the fluoroscope in 
connection with his surgical work, and he 
had a sub-acute dermatitis of the hands 
which was the worst that I have seen in the 
past ten years. 

In another instance, an attempt was 
made to remove a piece of steel from the 
forearm of a patient under the direction 
of the fluoroscope in the hands of a general 
practitioner. I saw the patient five months 
later at which time he was still suffering 
from a severe dermatitis affecting the 
whole forearm. 

I think it is important that those who 
are well-informed take advantage of every 
opportunity to caution physicians against 
the reckless use of the roentgen rays, and 
to make use of the information for protec- 
tion that can be found if looked for. It is 
the duty of those who are beginning the 
work and of the general practitioners, who 
can hardly be well-informed on these sub- 
jects, to avoid the use of the fluoroscope, 
for it does not take a powerful x-ray outfit 
to produce a burn. Most of the burns 
from which roentgenologists have died 
were produced by outfits to which we 
would not give cffice room today. 

Protect yourselves! Protect your pa- 
tients! ‘‘Safety first! GEP. 


THe Victor ELectric CorRPORATION 


Announcement has been made of the 
organization of a new corporation bearing 
the above title to continue the business 
of several of the manufacturing concerns 
with which many roentgenologists have 
been doing business for some time past. 
Assurance is given that roentgenologists 
will not suffer in any way from this merger 
of conflicting interests. Just as the merg- 
ing of the smaller medical schools has re- 
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sulted in the upbuilding of substantial 
teaching institutions with improved out- 
put in better-qualified practi- 
tioners, so let us hope that the combination 


medical 


of various manufacturing interests will, 


as the officers of the concern assure us, 
improve the quality of their various prod- 
ucts and minimize the waste which must 
result from multiplication of endeavor to 
accomplish the A natural re- 


sult of the conscientious pursuit of 


same end. 
such a 
policy will be the lowering of the 
apparatus to the 


cost of 
physician, and an im- 
portant move in the direction of standardi- 
zation of apparatus. 


The term *‘ Corpora- 
tion”’ 


seems at first glance a bit formidable, 
but if it signifies stability and reliability, 
then there has been taken a long step in 
the direction of unified standards 
work. 


in X-ray 


SOCIETY PROCEEDINGS 
THe Ray at Detroit 


The preliminary program for the De- 
troit meeting of the A. M. A. gave scanty 
warning of the excellent roentgen ex- 
hibits in both the scientific display and the 


manufacturers’ booths. It is true that 
there were very few roentgen papers be- 
fore the various sections. One would 


rather see more roentgen papers presented 
because this is a most desirable method of 
educating the profession and securing a 
wide distribution of roentgen knowledge as 
all of the papers are published in the Jour- 
nal of the American Medical Association. 

The roentgen feature of the meeting 
was the hourly series of lantern slide dem- 
onstrations by representative roentgenolo- 
gists in the basement of the Exhibit Hall. 
This program was as follows: 


TUESDAY, JUNE 13 
arcinoma of the Oesophag 
I. S. Hirsch, New York. 
10:00 A. M.—Carcinoma of the Stomacl 

L. G. Cole, New York. 
11:00 A. M.—Carcinoma of the Intestine 
G. E. Pfahler, Philadel 


9:00 A. M.—C 
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2:00 P. M.— Di i the Intestines. 

ae e, B Creek. 
3:00 P. M.—Bone Tu 

Chicago. 

WEDNESDAY, JUNE 14 

9:00 A. M Bone S\ pl ilis. 

E. S. Blaine, Chicago. 
10:00 A. M n litis 

Roland Hammond, Providence, R. I. 
11:00 A. M.—Bone Changes { Disorders of Nutri- 

F. Kidner, 


th Systemic Symp- 


Leach, Cl 
:00 P. M.—Stereoscopic Roent 
Bod 


gen Demonstration of 


to 


3:00 P. M.—Lung Absc 


THURSDAY, JUNE 15 
Pulmonarv Tuberct 


10:00 A. M. i 


11:00 A. M.—Scientific Exhibits, Augustana Hospital, 


ler the direction of Frank Smith- 


, Chicago, Il. 

[. Slides [lustrating Effe f Actinotherapy upon 
Normal and Carcinomatous Tissue, with special 
Reference to tl a Cancer of the 
Ute rus. 

Honiy Schmits 

lI. Demonstration of a New M 1 of Blood Trans- 
fusion. 

Nelson Peri 


III. Lantern Demonstration of Effects of 
Transfusions of Whole Blood 
Pernicious An 


Multiple 
1 Splenectomy in 


Nelson Pi 
LV. Clinical Sign } f Roentgen Plates in Lesions 
of the Hea t \ 1, witl Sp cial reference to 
e effect nent. Lantern Demonstra- 
on.) 
Andi I 
Leo BI 
V. Roentgen Plates showing After-Effects of 
Bone- Plating Lantern Demonstration.) 
I Pr Tcy 


2:00 P. M Demonstration by T. Le Wald, New 
York, on Syphilis of the Stomach; 
Paget’s Disease; Bone Cysts; An- 
eurysm of Aorta; Pyloric Stenosis in 
Infants; Ptosis of Stomach; Colonic 


hinococcus Cysts. 


There were several elaborate private 
exhibits. The Mayo Clinic, 
through Drs. Carman and Moore, showed 
a Classified lantern slide display in long 
viewing boxes, divided about equally be- 
tween gastro-intestinal and general roent- 
genology. The of this exhibit 
were constantly present to explain or elab- 


roentgen 


sponsors 


orate the clinical histories and roentgen 
interpretation to the visiting doctors. 


| 
Rapids. 
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The Battle Creek Sanitarium, through 
Dr. J. T. Case, gave considerable space to 
a classified lantern slide and stereographic 
exhibit on subjects of general interest in 
roentgenology. 

The most remarkable roentgen exhibit 
was the monumental work of Dr. R. Wal- 
ter Mills of St. Louis in the classification of 
stature types and their corresponding char- 
acteristic types of gastric position and con- 
tour. This study was pursued by making 
orthodiagraphic outlines of the chest, 
heart and opaqued stomach and then scal- 
ing these sketches to the photograph of the 
individual. Over 1300 cases have been 
studied and charted. Dr. Mills has suc- 
ceeded in proving that the gastric outline 
and tonus has a distinct correspondence 
with body habitus. While this is not new 
to experienced roentgenologists, this re- 
markable arbeit is the proof which the gen- 
eral profession has demanded and will 
surely recognize as sufficient. While Dr. 
Mills’ effort is not thoroughly classified, 
an idea of its importance can be had in 
a recent article. (Jnterstate Medical Jour- 
nal, April, 1916, Vol. XXIII, No. 4, Roent- 
gen Supplement, Vol. II, No. 2, p. 68.) 

The manufacturers’ exhibits were more 
elaborate than ever before. The amount 
of roentgen apparatus and tubes on display 
probably totaled over $150,000.00. Com- 
plete installations with overhead wiring 
systems were numerous. Every way one 
turned one was confronted with roentgen 
plates, either to prove the excellence of 
apparatus or plate quality or tube superi- 
ority or accessory advantage. Roentgen 
displays were seen which attempted to 
show the desirability of certain makes of 
shoes, corsets, foods, petroleum oils, school 
seats; and throughout the scientific ex- 
hibits in the balcony we saw the roentgen 
method used to prove statements regarding 
progress of treatments in both medicine 
and dentistry. 

The private roentgen laboratories are 
always productive of ideas. Especially in- 
teresting was the laboratory of Dr. P. M. 


Hickey with his innumerable devices for 
correct radiographic position and immobil- 
ity; his inflated balloons for comfortable 
compression, his comprehensive plate filing 
system and combination report and record 
sheets. The laboratories of Dr. Stevens 
and Dr. Chene gave evidence of unique 
and practical methods for roentgen work. 

Probably the most ship-shape roentgen 
installation has just been completed at the 
Henry Ford Hospital. The switchboard 
control is remarkably complete and the 
overhead trolley system with brass tubing 
is beautiful. These overhead wiring sys- 
tems are usually such unfinished affairs 
that we must pay our compliments to this 
new hospital. They have probably spent 
much money, but it appears that they have 
received their money’s worth. There did 
not seem to be any roentgenologist at- 
tached to the laboratory. It must be re- 
membered that, as in automobile racing 
and other pursuits, the man behind the 
wheel counts more than the horse-power 
and beauty of the machine. 

Scattered through the various sectional 
meetings of the A. M. A. there were only 
a few essentially roentgen papers: 

1. ‘‘Roentgenologic Studies of the Gas- 
tro-Intestinal Tract in Diabetes.’’ Dr. 
James T. Case, Battle Creek, Michigan. 

Asst. Alimentary toxemia has been 
advanced as a factor in the causation of 
diabetes. The roentgen findings, after a 
thoroughgoing study of the alimentary 
tract in seventy-two cases, are here ana- 
lyzed, with special reference to duodenal, 
iliac and colonic stasis. Incidentally, it 
has been possible to report on the gall 
bladder in a considerable number of 
cases.! 

2. ‘‘Roentgenocardiograms: Polygraph- 
ic Strip Tracings of Heart Chambers by the 
Roentgen Ray.’ Augustus W. Crane, 
Kalamazoo, Mich. 


1 The most prominent findings consisted in evidence of gall- 
bladder disease. Gallstones were found in an unusually high per- 
centage of cases and removed at operation. The patients, without 
exception, became sugar-free and remained so on a very liberal 
diet. Duodenal stasis was not found in this series. Colonic stasis 
was present in only a moderate degree. 
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Asst. The passing 
through multiple slits will record simul- 
taneously on a moving film the pulsations 
of several chambers of the heart. 


Roentgen rays 


Tracings 
may be taken similarly from the aorta and 
the pulmonary artery. The interpretation 
of such tracings is not obscured by the 
transmission of the impulses through body 
tissues or by instrumental inertia and ad- 
justments. Roentgenocardiograms are to 
be compared with electrocardiograms and 
sphygmocardiograms. 

3. ‘““Roentgen-Ray Findings of Chronic 
Intestinal Disorders of Mechanical Origin 
in Children” (Lantern Demonstration). 
L. T. Le Wald, New York. 

Asst. For want of a better nomen- 
clature this term is used to describe a clin- 
ical picture occurring in three boys, aged 
10, 9 and 5 years, respectively, all of the 
children in the family under discussion. 
The cyanosis of the skin and mucous mem- 
branes is constant, increasing under various 
conditions, more especially in the presence 
of inflammatory 
piratory tract, to 
Physical 
metabolic 


conditions of the 
which all 
examination, 
blood erculin 


Spectroscopic examination shows 


res- 
are subject. 
roentgenograms, 
studies, and tul 
tests. 
the absorption bands in each case to cor- 
The 
skin showed no pathologic pigmentation. 


respond to those of oxyhemoglobin. 


The spleen and liver are seemingly normal 
in size. 

4. ‘‘The Roentgen Ray in Dental Diag- 
nosis.”’ Hollis E. Potter, Chicago. 

Asst. The Roentgen ray now univer- 
sally accepted as a helpful and dependable 
aid in recognizing the existence and meas- 
uring the extent of peridental infections. 
The bone rarefaction in peridental struc- 
tures makes this possible. The necessity 
for a thorough, uniform technic combined 
with a conservative interpretation. Value 
and limitations of the Roentgen method. 
Recognition of active, quiescent and healed 
disease. Differentiation of lesions. Value 
of the routine survey of all peridental struc- 
tures in the search for infective foci. Value 


in determining the treatment required in 
individual case. Value in later determina- 
tion of the results of treatment. 

5. ‘The Treatment of Malignant Dis- 
ease about the Mouth by Combined Meth- 


ods’’ (Lantern Demonstration). Dr. 
George E. Pfahler, Philadelphia. 
Asst. Advisability of using two or 


more of the following methods: Surgery, 
electrocoagulation, roentgenotherapy, and 
radiotherapy. Better results obtained 
from a combination of methods than from 
any one alone. Involvement of bone by 
epithelioma of cheeks or gums. Descrip- 
tion of technic of electrocoagulation and 
deep roentgenotherapy. Report of cases. 
In concluding this brief report one would 
like to recommend to the members of the 
American Roentgen Ray Society that they 
make up individual exhibits along any line 
of roentgen work that they have had to 
any considerable degree. For instance, 
fifty lantern slides with ample labeling of 
bony tumors, dental caries, accessory si- 
nuses, hip diseases, even the common frac- 
tures. There will always be an admiring 
audience for such continuous displays and 
such exhibits will serve educational pur- 
poses and bring honors to the exhibitor. 


E. H. S. 


AMERICAN ROENTGEN Ray Society 
ScrenTIFIC ExHIBIT 


SEVENTEENTH ANNUAL MEETING 
CONGRESS HOTEL, CHICAGO 
SEPTEMBER, 27°30, 1916 


The decision not to issue a detailed cat- 
alogue, as at the Cleveland meeting, ma- 
terially changes the rules issued at that 
time. Each exhibitor will be assigned one 
frame in which all of his plates will be 


placed. 
This Placed Placed 
will hold vertically horizontally 
8x10 16 plates (4 rows) 12 plates (4 rows) 
IIx 6 Same 
2 Same 


Applications should be for not less than 


one complete row. Fifty stereoscopic re- 
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ductions (about 34x 7) can be placed in 
one frame. The 27 frames now in hand 
will be assigned in order of application, and 
new frames will be built if needed and ap- 
plied for before August 15th. 

The catalogue will give names of ex- 
hibitors, the location of frames, and a gen- 
eral topic list or description, not to exceed 
thirty words. This matter will be placed 
with the printer on September 15th, and 
data must be received before this date. 

Private exhibits are solicited for which 
space, but not frames, will be provided. 
Such space cannot be promised unless 
called for before September 15th. 

An experienced handler will be engaged, 
whose services will be available for any 
exhibitor. The Committee will carefully 
select this man, but can accept no other 
responsibility for this work; nor can indi- 
vidual members of the Committee be ex- 
pected to assume responsibility for the re- 
packing of the plates for any exhibitor, 
himself present at the meeting. 

“Extra plates’’ brought in the expecta- 
tion that there may be room for them will 
be shown every consideration possible, 
but it will be better in every way to make 
arrangements before September 15th. 

If you want a good exhibit, turn in and 
help. Arrangements have been made with 
the program committee for an innovation 
in the way of a definite time and place for 
the demonstration of scientific exhibits. 
Any exhibitor who makes application for 
space in the manner above described be- 
fore the 15th of September, will be given 
a definite time for a personal demonstra- 
tion of his exhibit. 

Correspondence should be addressed to 
Dr. J. T. Case, Battle Creek, Mich., up to 
and including the 15th of September. Ex- 
hibitors applying after that date will have 
to take their chances on securing space. 

The committee will be pleased to receive 
any suggestions for the improvement of 
the exhibit. It has been suggested that 


we have a division for the exhibition of 
plates which do not show any special 
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pathology, but which indicate technical 
perfection. It is further suggested that 
the most desirable exhibits are those which 
teach some lesson, the exhibit being con- 
fined to one or several themes rather than 
a miscellaneous exhibit. Each one of the 
readers of papers before the society is in- 
vited to make an exhibit relating to his 
paper. No exhibits desired unless the 
diagnosis is obvious or proven by operation 
or post-mortem although space will be 
provided for the exhibition of certain plates 
upon which a diagnosis is wanted. Our 
exhibit is for educational purposes and 
the diagnoses should be reliable. 

J. T. Case, M.D. 

M. J. Huseny, M.D. 

E. S. BLAINE, M.D. 

F. S. BIssELL, M.D. 

Geo. F. Tuomas, M.D. 


Tue Pactric Coast ROENTGEN SOCIETY 


The semi-annual meeting of the Pacific 
Coast Roentgen Society was held in San 
Diego, June 17 and 18, at the Coronado 
Hotel. The scientific meeting occurred on 
Saturday, June 17, followed by a banquet 
in the evening, at which all of the members 
were present with the exception of Doctors 
Burnham and Boardman of San Francisco. 

On Sunday, the 18th, the members 
spent the day in sight-seeing, as guests of 
Dr. Kinney. All the members and their 
Wives were given an automobile ride to 
Tia Juana, just across the Mexican border. 

The following officers were elected for 
the ensuing year: President, Dr. George 
L. Painter, San Francisco; Vice-President, 
Dr. L. C. Kinney, San Diego; Secretary 
and Treasurer, Dr. W. B. Bowman, Los 
Angeles. Nine new members were elected, 
and San Francisco was chosen as the next 
place of meeting, Dec. 8 and 9g, 1916. 

Following the meeting a number of mem- 
bers of the society sailed from San Diego 
for Port Los Angeles on board the sailing 
ship, Viking III, as guests of Dr. and Mrs. 
Soiland. 


DEPARTMENT OF 
LABORATORY NOTES 


Epitor, David R. Bowen, m. p., Philadelphia, Pa. 


T 


A CONVENIENT YARD STICK 


W An ordinary yard stick, 34 inch wide by 
14 inch thick, is fitted with trammel 
points such as are sold for the ordinary 
beam compass. The points are removed 
and for them are substituted two small 
brass rods, each 6 inches long. These are 
placed on the yard stick so that one points 
in one direction and the other opposite; 
the one nearest to Fig. I being used to 
measure the thickness of the patient, and 
the one nearest to Fig. 35 being used to 


DEVICE FOR TAKING EXPOSURE RECORDS. 


A CONVENIENT YARD STICK. 


measure the distance to the anode. It is 
convenient to make this adjustment and 
then to record it after the exposure. 


A HANDY METHOD FOR KEEPING 
EXPOSURE RECORDS 


The roll-paper holder here illustrated is 
placed in a convenient position in the booth 
and drawn down underneath a press-board 
guide on which are lettered the various 
items of which record is to be made, as for 
instance, tube distance, parallel spark gap, 
etc., etc. It then becomes a very easy 
matter to pull the paper down a space and 
make the necessary record. At any time 
it is so desired, these records may be pulled 
down below the bottom of the guide and 
torn off. 

In the same way records of treatment can 
be made in the booth during the treatment 
and later transcribed to permanent records 
as convenient. The roll-paper is 4% inches 
wide and is a staple article in stationery 
stores. The balance of the device is 
“home-made.” 


_— 
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A KNEE REST TO BE USED IN 
EXAMINATION OF SPINE, 
KIDNEYS, ETC. 


The time-honored device for this purpose 
is built along the lines of the familiar 
“‘saw-horse,’’ which seems to have two 
objections: that its height is not adjustable 
and that its base is very often in the way, 
coming too close to the hip. A more con- 
venient plan is to build it along the lines 


Fic. 1. A Device FoR EXAMINATION OF DISTAL 


END oF RADIUS. 


of the familiar bed-rest, sold in all hospital 
supply shops, but made somewhat smaller. 
A base 15 inches long by 12 or 14 wide, with 
the movable upper portion about 18 inches 
long and the same width as the base, makes 
a convenient size. The support and 
notches should be so arranged as to give 
a possible elevation of 16 inches, with vari- 
ous adjustments of lesser height. This 
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will be found to give a perfect rest for the 
feet and legs and to, at the same time, 
allow plenty of room for plate changing, 
and so forth, about the buttocks. 


A DEVICE FOR THE EXAMINA- 
TION OF THE DISTAL END 
OF THE RADIUS 


In this examination it seems desirable, 
first, to make the examination if possible 


A DEVICE FOR EXAMINATION OF DISTAL END 
OF RAbDIUS, FROM RADIAL SIDE. 


without rotation of the wrist; and second, 
that the plate should be on the radial rather 
than the ulnar side. Both are very con- 
veniently provided for by the device here 
illustrated, which can be used on a wide 
chair-arm, as shown here, or by placing it 
upon a table. <A slot between the base and 
the upright serves to hold the plate in the 
vertical position. 
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SHATTUCK, GEORGE C How Can We Detect 
Slight Enlargement of the Heart? (Bos- 
ton Med. and Surg. Jour., Vol. CLXXIV, 
No. 11, March 16, 1916.) 

lf we are to detect slight cardiac enlarge- 
ment (an increase of two or three centimeters 
in the transverse diameter of the heart), the 
first essential is an adequate standard of the 
normal. It is generally agreed that the #+-ray, 
when rightly used, is the most reliable means 
of measuring the heart. 

After studying carefully the various tables 
which have been published, Dr. Shattuck 
reaches the conclusion that (1) heart size is 
dependent first on body weight, and second, 
apparently on age, and that stature per se is 
not important; (2) that tables of heart size 
based on stature are unsatisfactory. 

Of course, there are other factors influenc- 
ing heart size; occupation, posture, position of 
the diaphragm, and shape of the thoracic cage. 

The variations of position of the heart be- 
tween full inspiration and full expiration are 
important. With expiration the apex is car- 
ried upward by the diaphragm and at the same 
time the right border moves outward a little, So 
that there is a considerable increase in “ML” 
and a slight increase in “MR.” With full in- 
spiration the apex rotates downward and in- 
ward, and the right border descends, causing 
little change in “MR,” but a marked decrease 
of “ML.” During normal breathing the change 
of position of the heart is slight, and the dia- 
phragm moves about equally up and down. 
When there is marked visceral ptosis, however, 
the diaphragm remains nearly as 
full inspiration. 


low as in 
On the other hand, it ascends 
much with full expiration, displacing the heart 
correspondingly in this phase of respiration. 

The following facts concerning the heart 


require special emphasis: First, the normal 


heart varies in shape and position; second, 
the shape and position in the individual case 
are probably more dependent on the position 
of the diaphragm than on any other single fac- 
tor; third, the shape of the chest and posi- 
tion of the diaphragm require consideration in 
the individual case when there is a question 
about the existence of slight abnormality in 
size or shape of the heart. 

For instance, a broad heart with a low dia- 
phragm is probably enlarged if its measure- 
ments exceed the average for normal hearts, 
but when the diaphragm is unusually high, the 
transverse diameter of the normal heart may 
perhaps exceed the maximal tabulated normal 
figure, as a result of displacement. 

When using measurements to determine the 
presence or absence of cardiac enlargement the 
weight of the patient, his age, and the position 
of the diaphragm at the time of examination 
require careful consideration. 


HartsHorN, W. Morcan: The Roentgen Ray 
in the Diagnosis of Pulmonary Conditions 
in Children. (Am. Jour. Dis. Child., Vol. 
IX, May, 1915, p. 405.) 


The author lays stress upon the fact that 
the roentgen ray is not sufficiently used in the 
diagnosis of pulmonary lesions other than pul- 
monary tuberculosis. 

Pneumonias showing few physical signs, due 
to their location and to the slight amount of 
lung tissue involved, serous and purulent exu- 
dates, abscess of the lung, hyperplasia of bron- 
chial lymph-nodes, pneumothorax, as well as 
miliary tuberculosis, are now visibly demon- 
strated where formerly their existence was 
largely a matter of conjecture. 

Several very interesting cases are reported, 
illustrating the definite value of the roentgen 
method in diagnosis of the respiratory tract in 
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children. Special emphasis is laid upon the 
fact that in pneumonia, the shadow may ap- 
pear over the suspected area several days be- 
fore the development of definite physical signs. 


HERNAMAN-JOHNSON, FRrANcis: The Uses 
and Limitations of Stereoscopic Radiogra- 
phy in the Diagnosis of Injury to Bone. 
(Practitioner, Vol. XCVI, No. 3, March, 
1916. ) 


The method has, or ought to have, a well- 
defined place in radiographic work; it can 
neither be dispensed with nor employed to the 
exclusion of other well known procedures. 

The uses of the stereoscope in connection 
with fractures may be divided into (a) essen- 
tial; and (b) supplementary. 

(a) Essential Uses—An exact diagnosis in 
certain bone injuries can be reached only by 
the aid of the stereoscope. That such a state 
of affairs must exist fairly often in injuries of 
the shoulder, spine, pelvis, and hip is fairly 
obvious, when it is remembered that lateral 
views of these regions are, for the most part, 
cnobtainable. The “solid effect” produced by 
the fusion of stereoscopic radiographs is here 
the only means of checking the ofttimes mis- 
leading appearances seen in an ordinary #-ray 
projection of such parts. The regions enu- 
merated should, therefore, be taken in stere- 
oscopic pairs as a matter of routine, wherever 
time and materials permit. 

By reversing the plates in the stereoscope, 
an appearance is produced as if one were look- 
ing at the other side of the bones under exam- 
ination. Plates should always be examined 
from both points of view; but it must be re- 
membered that such a “pseudo-reversal” can- 
not take the place of genuine stereograms of 
the opposite side. 

(b) Supplementary use of 
stereoscopy for localization purposes is gen- 
erally more favored by surgeons than by ex- 
pert radiologists, who are aware that no real 
idea of distances can be so obtained, and that 
the apparent relationships shown are highly 
confusing and misleading, unless a very rigid 
method is followed in the taking and interpre- 
tation of the stereogram. For instance, a bul- 
let has perforated and fractured the neck of 
the femur ; it appears to be lying over the lesser 
trochanter. But, unless, by the aid of the 
screen, the anticathode has been centered ver- 
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tically below the bullet, and the exposure made 
3 cm. on either side of this line, the foreign 
body may really be an inch or more to one side 
or other of its apparent landmark. As to deter- 
mining the depth at which the bullet lies, some 
modern method of calculation should be used. 


WERTHEIM-SOLOMONSON, J. K. A.: How to 
Measure the Thickness of the Wall of an 
X-Ray Tube. (Archives of Radiology 
and Electrotherapy, No. 
p. 300.) 


187, February, 


few firms sold their tubes 
marked with a number indicating the exact 
thickness of the glass immediately opposite the 
anticathode. The present tubes are not 
marked in this way, yet occasionally one wants 
this knowledge. 

If a microscope, fitted with a 0.25 inch ob 
jective be first focussed on the outer surface 
and immediately afterwards on the inside sur- 
face of the glass bulb, the difference in posi 
tion of the microscope tube, as measured with 


Formerly a 


the micrometer screw for the fine adjustment, 
represents the apparent thickness of the glass. 
The real thickness is approximately found by 
multiplication by 1.5, the refraction index of 
the glass. 

Though this method gives fairly accurate 
results, there is some difficulty in carrying it 
out, as the construction of most of the modern 
microscopes does not allow of putting a full 
sized roentgen tube upon the object table. So 
the microscope has to be taken apart, and the 
upper part of it, including the parts for the 
fine adjustment of the tube, have to be mount 
ed in a separate stand before the measure- 
ments can be taken. 

The virtual images of a remote light-spot, 
formed by the outer and inner surface of the 
glass, can be used in another and far more sim 
ple way. We have only to provide for a suita- 
ble light-spot, for instance, the straight fila- 
ment of a Nernst lamp, placed at some 5 
meters distance, and should take care that the 
incident and reflected rays make as near as 
The virtual 
images are photographed and measured on the 
negatives, their distance apart being 1. In this 
case (viz., 90 degrees between incident and 
reflected rays) we get the simple relation be 
tween the thickness of the glass d, and the 
distance 1 between the virtual images. 


possible an angle of 90 degrees. 
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For the practical measurement the best way 
is to make directly an enlarged negative of the 
virtual image, the enlargement amounting to 
some two to ten times. This can easily be done 
with any long extension camera provided with 
a short focus lens. A hand camera in which 
a long card board tube is inserted between the 
lens and the body of the camera is absolutely 
adequate for this purpose. The enlargement is 
measured by photographing a glass slip, ruled 
to I-10 of a millimeter or 1-100 of an inch, 
immediately afterwards, and without changing 
the camera extension. 

We can also measure the thickness of the 
glass of an x-ray tube in a very simple man- 
ner by making a roentgenogram of the tube 
wall. By taking certain precautions we gét 
extremely sharp negatives which can be accu- 
rately measured without difficulty. From this 
the real thickness can be calculated by one sin- 
gle multiplication. The refraction index of 
the glass is, of course, immaterial with this 
method. 


Levy, I. H., and Kantor, J. L.: The Inci- 
dence of Visceroptosis. (Boston Med. and 
Surg. Jour., Vol. CLXXIV, No. 15, April 
13, 1916.) 


An examination of the literature shows that 
there is still considerable lack of unanimity 
concerning the etiology, frequency and signifi- 
cance of visceroptosis. 

Visceroptosis is very frequently encoun- 
tered, and in a large majority of the cases it 
is congenital, or, better still, there is a pre- 
disposition to revert to a more primitive type. 
While acquired cases no doubt exist, they must 
form but a small percentage of the total. 

Based upon the study of 898 patients com- 
plaining of “stomach trouble,” the authors have 
grouped as ptotic those stomachs whose lower- 
most point, patient standing, stomach filled, 
reached more than 2.5 cm. below a horizontal 
line joining the top of the iliac crests. Based 
on such an explanation, gastroptosis occurred 
579 times (64.4 per cent.). 

If one permits a more conservative esti- 
mate, by diagnosing ptosis only when the low- 
est point of the stomach shadow reaches 5 cm. 
below the interiliac line, the incidence is 417, 
a frequence of 46.4 per cent. 

The condition was only slightly more fre- 
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quent in women than in men, the proportion 
being about 6 to 5. 

The authors conclude by stating that ptosis 
is not in itself a disease. While under certain 
conditions in predisposed individuals, even the 
milder forms may cause sufficient suffering and 
discomfort to lead to a state of chronic inval- 
idism, on the other hand, the most marked 
types need not necessarily prevent the affected 


organs from performing their proper func- 
tions. 


McKenprick, ARCHIBALD: Radiography of 
Normal Parts. (Archives of Radiology 
and Electrotherapy, No. 187, February, 
1916, p. 285.) 


This excellent article, continued from the 
January issue, gives results of some surgical 
work carried out under the auspices of the 
Carnegie Research Fund. The present article 
includes studies of the knee and ankle joints, 
and constitutes a classic. 


VILVANDRE, GEORGE: Roentgenography in 
Gun-Shot Wounds of the Skull. (Ar- 
chives of Radiology and Electrotherapy, 
No. 187, February, 1916, p. 306.) 


Head wounds in which the cranium is in- 
volved may be divided into two classes: those 
in which the foreign body penetrates the skull 
and lodges in the brain, and the second in 
which the foreign body damages only the outer 
or inner table, but either glances off the bone 
or perforates the skull from side to side, the 
outlook being darkened in proportion to the 
damage done by the missile in its tract. 

From the many cases one has seen, the prog- 
nosis must be worse when the foreign body 
lodges in the brain: firstly, because of the 
sepsis entailed and its sequelze of deep-seated 
abscess; secondly, because of the irritating 
presence of the missile; and thirdly, because 
of the trauma necessarily caused by the sur- 
geon in his search for its removal; besides the 
primary disintegration of nerve cells and fibers 
in its path. 

We must come to the conclusion that in all 
cases—with perhaps a few remote exceptions 
—a patient with a bullet or shrapnel in his 
brain will within some six months die of cere- 
bral abscess. The only exception which might 
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be allowed is that in which the bullet is not 
distorted through a previous ricochet and in all 
probability aseptic. The first point may be 
ascertained by #-rays. Who will swear to the 
second? 

Further, owing to the softness of brain mat- 
ter (especially when damaged) bullets, because 
of their weight, travel in the brain, and their 
path must mean further damage. 

Even a good roentgenogram may be nega- 
tive when the clinical symptoms point to the 
presence of a depressed fracture—which may 
be small or at the base. This apparent failure 
of the #-rays is still more obvious in the pres- 
ence of a small linear crack or fissure. Al- 
though the small fracture may escape detection 
roentgenographically the presence or absence 
of a foreign body will always be determined, 
and the clinical signs should outweigh a nega- 
tive radiogram in the guidance of the surgeon. 

Furthermore, as a rule the damage to the 
skull is more extensive than shown on the 
roentgenogram, this being probably due to the 
incidence of the rays on a round body. The 
author has been forcibly impressed in the op- 
erating theater and in the wards, following 
many head cases previously roentgenographed, 
by the fact that skulls with long comminuted 
fractures and no foreign body being present, 
skulls in which even depression was great, 
seemed to do well. 

To trephine a skull for a depressed fracture, 
the clinical signs of which are obvious or even 
urgent, without first ascertaining the presence 
or absence of a missile (again where the case 
is within reasonable reach of the x-rays) does 
not seem to be rational. The relief of decom- 
pression may be sought and had within a few 
hours; but if the patient still has a bullet or 
piece of shrapnel in his brain, is the future 
prognosis really improved? The author thinks 
not, and even if he were to, he maintains that 
the patient should be roentgenographed first so 
as to avoid a second operation. 


Levy, I. H., and Kanror, J. L.: A Clinical 
Study of Delayed Gastric Emptying. 
(Arch. Int. Med., Vol. 17, No. 4, April, 
1916, p. 476.) 

To determine the general incidence, and as 
far as possible, the general causes for delayed 
emptying of the stomach as met with in gen- 
eral practice, the authors recently reviewed the 
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records of 1600 patients complaining of dis- 
turbances of digestion. Not all of these were 
suffering from actual lesions of the digestive 
tract. Many patients, as might be expected, 
had their primary source of trouble in other 
systems, such as the pulmonary, cardiorenal, 
or nervous. 

The diagnosis of delayed emptying was 
made from the evidence furnished by tube or 
roentgen-ray examinations, or both. For the 
tube test, the patients were asked to eat an 
“ordinary dinner” of soup, potato, meat, bread 
and butter, and a simple dessert such as rice 
pudding. As substitutes for such a meal, 
where necessary, the authors employed a 
“breakfast” of eggs, toast and cereal, or a 
“light lunch” (omitting meats; otherwise the 
same as the dinner). A stomach residue ob- 
tained seven hours after the dinner, six hours 
after the lunch, or five hours after the break- 
fast, was regarded as pathological. The actual 
choice of food was always left to the patient, 
the purpose being to have him select a meal 
that he would ordinarily (namely, when well) 
dispose of without symptoms. Moreover, the 
patient was simply instructed to take the meal 
in question, and to present himself after the 
appropriate interval, not having partaken of 
food or drink in the meantime. The exact na- 
ture of the examination was usually not dis- 
closed. 

The roentgen diagnosis of the condition 
was made from a visible residue six hours 
after the ingestion of the Rieder meal. In 
the earlier cases, the authors used 50 gm. of 
bismuth subcarbonate in 300 gm. of cereal. 
Subsequently they employed 100 gm. of barium 
sulphate in cereal or in 500 c.c. of buttermilk. 

The roentgen ray investigation of gastric 
emptying should always be supplemented by 
the use of the stomach tube after the adminis- 
tration of “natural’’ motor meals as suggested 
above. Since the adoption of this practice, the 
authors have discovered the existence of de- 
layed emptying in a surprisingly large number 
of individuals who got rid of their opaque 
meals within the normal time limits. These 


cases numbered thirty in the series, or about 21 
per cent. of the total. , 

In the total of 1600 cases presenting gastric 
symptoms, delayed emptying of the stomach 
occurred 185 times, a general incidence of 11.5 
For the purpose of more careful 


per cent. 
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study, and for the compilation of the data, the 
authors selected from the total 185 cases, 141 
of which were studied roentgenographically. 

As a general rule it is safe to say that the 
nearer the pylorus is to the lower pole, the 
sooner will the stomach get rid of its contents. 
Thus, a cow-horn stomach (pylorus at lowest 
point) will empty itself of the Rieder meal in 
two to three hours. As the fish-hook type is 
approached, the time lengthens to four or five 
hours. The authors are forced to conclude, 
therefore, that in most, if not all, cases of 
“hypomotility” associated with the peculiarity 
in question, the cause of the delay must be 
sought for in some other factor than in the 
abnormal shape of the organ. 

Atony is rightly regarded as a prominent 
cause for the inability of the stomach to propel 
its contents forward. Of 240 cases of atonic 
stomach, 73, or over 30 per cent., failed to ex- 
pel the Rieder meal in the proper interval. 
Conversely, over one-half (54.6 per cent.) of 
the roentgen-rayed cases of delayed emptying 
showed atony. In many instances this was the 
most prominent, and very often the only, or- 
ganic finding. 

Generally speaking, the less the acidity, the 
more rapid the emptying, and the higher the 
acidity, the slower the emptying. Thus, in 
“anacidity” we speak of a loss of the pyloric 
reflex, and in “hyperacidity” of a spasm of 
the pylorus. 

The incidence of delayed gastric emptying is 
twice as great in non-obstructive “hyperacid- 
ity” cases as it is in non-obstructed stomachs 
with “anacidity.”” Spasm may arise directly 
from causes within the stomach, such as ulcer, 
or “reflexly” from causes without the stomach, 
as in diseases of the gall bladder. Roentgeno- 
scopically, pylorospasm is often associated with 
hyperperistalsis. 

For all practical purposes, there are but 
three immediate causes of delayed gastric 
emptying. They are, in the order of their fre- 
quency, spasm, obstruction, and atony. Their 
respective incidence in the roentgen ray series 
was as follows: 


Cases Per cent. 
28 


Naturally, two or even all three of these 
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causes may be present at the same time. In 
computing the foregoing figures only the most 
prominent cause was used in each instance. 

Chronic appendicitis was not often met with 
in this series. The authors made a positive 
diagnosis in but two cases (I per cent.), a 
rather low incidence. 

A further comparison of the findings of 
Levy and Kantor with those of the Mayo 
Clinic may be made from the following table: 
Incidence in ““Hypomotility” Series 

Carman Levy 
and Miller and Kantor 


Disease 


Lesions of the appendix.... 1.2 1.0 
Lesions of the gall bladder 5.0 3.7 
Gastroduodenal ulcer 57.0 50.0 (estimated) 
Gastric cancer 36.0 7.5 


“‘Nonsurgical”’ conditions 36.4 


the intestine 
cause gastric delay reflexly, 
pylorospasm. 


Lesions of are supposed to 
perhaps through 
The series includes, in addition 
to appendicitis, cases of adhesions, carcinoma 
of the colon, mucous colitis and severe consti- 
pation. In all, lesions of the intestine were 
present in over 5 per cent. of the cases of de- 
layed gastric emptying. 

The clinical findings in this series may be 
summarized by saying that 74 per cent. of the 
cases of delayed gastric emptying were due 
to causes residing within the digestive tract, 
whereas 25.1 per cent. were due to causes out- 
side the tract. The stomach itself was the seat 
of the trouble in 65.1 per cent. of the cases. 


DastRE: Foreign Body Extraction. (Prac- 
titioner, Vol. XCVI, No. 3, March, 
1916.) 


Dastre gave an account of the results ob- 
tained at the Hospital Desgenettes, at Lyons, 
by Rollet, from the use of a powerful electro- 
magnet in facilitating the extraction of bullets. 
The French rifle bullet now used is made of 
copper and the older kind of lead and German- 
silver; neither of these is magnetic, nor are 
the revolver bullets, which are lead and copper. 
The method cannot be used for them. On the 
other hand, the fragment of a shell steel is 
extremely magnetic. The same is the case with 
the German rifle bullets, which have a sheath 
of steel and nickel, as well as the bullets of 
the machine guns and pistols in use in the 
Austrian and German armies. These are the 
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kinds of projectiles that can be extracted by 
the magnet. 

Ophthalmic surgeons, for some years past, 
have used the electromagnet to remove metal 
splinters imbedded in the eye. ‘lhe apparatus 
used for this purpose is usually of low power, 
or else is fixed to the wall and not portable. 

Professor Rollet has had constructed an 
electromagnet of great power and movable. 
It has a lifting strength of 1,500 kilos, with 
a current of 25 amperes under 110 volts. It 
attracts at once the German bullet, weighing 
10 grammes, at a distance of 11 cm. A frag- 
ment of shell, very much heavier, but more 
magnetic, is attracted at a distance of 15 cm. 
It is carried by a pendant from a Cardan joint, 
between two metal shanks, running on rollers. 
It can swing in any direction, and by using a 
wandering lead, which joins it to the source 
of electric energy, can be brought to the pa- 
tient’s bed. Professor Rollet, at first, only 
made purely experimental tests, not wishing to 
put the wounded to the possible inconvenience 
of a new technic. ‘ 

The pain felt by the patient when the pro- 
jectile, attracted by the magnet, is tearing its 
way across the muscle, is not very acute. An 
injection of cocaine locally stops it entirely. 
The pain only becomes extremely sharp when 
the projectile is jagged and rough, in which 
case the current is turned off at once in order 
to proceed with the usual methods of extrac- 
tion. 

The resistance of the tissues makes it neces- 
sary to use very large magnets. The instru- 
ments used for extraction should be of steel, 
nickeled to 25 per cent. in order to be them- 
selves shielded from magnetic action. 

The method is worth trying; it may often 
save a severe and mutilating operation. 


Raper, Howarp R.: The X-Rays in Oral Sur- 
gery. (Dental Items of Interest, Vol. 
XXXVIII, No. 4, April, 1916.) 


The uses of roentgenograms in the practice 
of oral surgery are: (1) In cases of unerup- 
ted, malposed or impacted teeth. (2) In cases 
of dento-alveolar abscesses. (3) In cases of 
persistent suppuration which do not yield to 
the usual treatment. (4) To observe the 
course of a fistulous tract. (5) To observe the 
field of operation before and after apicoectomy. 
(6) To locate foreign bodies, such as bullets, 


broken needles, etc. (7) To determine the 
presence or absence of a bit of tooth root im- 
bedded in the gum tissue. (8) To diagnose 
fracture of a tooth root. (9g) To locate stones 
(calculi) in the salivary ducts or glands. (10) 
In cases of cysts. (11) In cases of tumor. 
(12) To observe the location and extent of a 
necrotic or carious condition of bone. (13) 
To diagnose antral empyema. (14) To ob- 
serve the size, shape and location of the antrum 
as an aid in opening into it. (15) To locate 
foreign bodies in the antrum. (16) To ob- 
serve cases of luxation. (17) In cases of 
fracture before and after reduction. (18) In 
cases of ankylosis of the temporo-mandibular 
articulation. (19) To observe the field of op- 
eration before and after resection of the 
mandible. (20) In cases of facial neuralgia 
with an obscure etiology. (21) In cases of 
facial fistula. 

After discussing in detail each of the fore- 
going, the author concludes by remarking that 
new methods and things introduced into medi- 
cine and dentistry are often received with ex- 
cessive and irrational enthusiasm, followed 
with their equally irrational abandonment. 
The extensive use of the radiograph in 
dentistry is new. It is just about to pass 
through the stage of reaction and over-enthu- 
siasm. Its use will never be abandoned, but let 
those of us who know its limitations teach those 
who do not know, lest in their discouragement 
and misunderstanding they fail for a while to 
avail themselves of this necessity to service. 


STRAUSSBERG, Marcus: Successful Treat- 
ment of Apical Abscesses by Ionization. 
(Dental Items of Interest, Vol. XX XVIII, 
No. 4, April, 1916.) 


The author records several cases of root 
canal ionization where the radiographic evi- 
dence shows marked improvement and com- 
plete bone restoration in the periapical regions 
without surgical interference. The following 
is the technic employed: One-half of one 
milliampere for five minutes; the positive pole 
with a zine point attached resting upon cotton 
saturated with a 3 per cent. zinc chloride so- 
lution; the negative pole, a sponge electrode 
placed on the cheek, under the rubber dam. 
At no time does the patient feel the current, 
on account of the low milliamperage used. 


